Introduction 47
Pseudomomas aeruginosa remains a leading cause of healthcare-associated 48 infections in critically-ill patients, particularly ventilator-associated pneumonia and 49 burn wound infection (1, 2) . It is found in the digestive tract of 3-24% of hospitalized 50 patients. The source of this opportunistic pathogen can be either endogenous or 51 exogenous (3) (4) (5) (6) . 52 Since 1998, our infection control team performs regular epidemiological surveillance 53 of P. aeruginosa in the intensive care unit (ICU), based on molecular typing (5, 7). All 54 clinical strains are stored at -80°C in the microbiology laboratory. Pulsed-field gel 55 electrophoresis (PFGE) is generally considered the gold standard for local 56 epidemiological studies because of its high discriminatory power. However, this 57 method is labor intensive and shows low inter-laboratory reproducibility (8, 9) , 58 especially when large numbers of isolates are analyzed. In this context, we 59 developed the double-locus sequence typing (DLST) method based on the 60 sequencing of two highly variable loci ms172 and ms217 (10). The high typability, 61 discriminatory power, and ease of use of the proposed DLST scheme make it a 62 method of choice for local epidemiological analyses of P. aeruginosa (10). Moreover, 63 the possibility to give unambiguous definition of types allows standardization 64 (http://www.dlst.org) and integration of results into hospital laboratory informative 65 systems which can then be used for surveillance.
66
In our institution, incidence of P. aeruginosa in the ICU is prospectively monitored 67 using an electronic alert system reporting any clinical sample growing P. aeruginosa 68 in patients hospitalized in this unit. From 2009 onward, an unexplained 30% increase 69 in the incidence of P. aeruginosa recovered from clinical samples was observed in Table 2 .
152

Observations of practice standards and corrective measures 153
Following the identification of the DLST 1-18 cluster in the burn unit, audits of 154 infection control practices by a nurse trained in infection control were carried out.
155
Several failures in good practice standards were observed during the disinfection 156 procedures of shower trolleys and mattresses of the hydrotherapy rooms.
157
Chlorexhidin-based disinfectant liquid soap solution was used to disinfect shower 158 mattresses, although this antiseptic agent is inappropriate for inert surface cleansing.
159
Shower trolleys were disinfected with a glucoprotamin-based solution without leaving 
